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Revision: HCFA-PM-91- (BPD) ATTACHMENT 2.6-A

August 1991 Page 4
OMB No. : 0938-
Citation Condition or Requirement
135.725 B. Post-Eligibility Treatment of Institutionalized
135.733 Individuals
135.832
The following amounts are deducted from gross income when
cdomputing the application of an individual’s or couple's
income to the cost of institutional care:
1. Personal Needs Allowance.
a. Aged, blind, disabled--
Individuals § 60
Couples S 120
* The personal needs allowance for SSI recipients in
nursing facilities and chronic disease hospitals is
$65 per month
* For the following individuals with greater need--
Amount paid to veteran pursuant to Section 8003,
not in excess of $90 per month
b. AFDC related--
Children $ 60
Adults S 60
¢. Individuals under age 21 covered in this plan as
specified in Item B.7. of ATTACHMENT 2.2-A.
$60.00
-35.725 2. For maintenance of the non-institutionalized
-35.733 spouse only. The amount must be based on a
-:5.832 reasonable assessment of need but must not exceed the
highest of --
SSI level S
SSP level S
Medically needy level §
Other as follows $__ 1918 .50 per provisions
of Section 1924 (d) of the Act
= 96-03
= No. i 1/1/96
. .persedes i Approval Date C7é‘ZZ§/%V Effective Date
“: No. 95—

HCFA 1ID: 79850
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TN No. 85-05

ReViu..
February 1985 e rceariemn s
Standards Ior Zpticnal State Supslementary
= - . ; T
PAYMENT CATEGORY ADMINISTERED BY i INCOME LEVED INCCME DISREGART
f— 1 T T r
(1) (2) g '3 ; (4) 5 ‘s
o T i - N
Reasonable Federal State j Gress § Net t
Classification i _ !
a ; 1 !
AGED INDIVIDUAL i INZIVISUAL ; COUPLE ] INDIVIDUAL } COUPLE DISREGARD
{ a | ;
b | ] ; ] i
Full Cost Of 470.00 126 .32 i 1277 .54 ! 1822, 44 i 556.32 | 901.72 lrgt $2°C
Living Expenses i | ; f unearned inccxes
{ : ] ;
Shared Living 470.00 36.76 | 11%8.52 1885 .48 | 506.76 I 501.72 Firsr SE5 earmed
Expenses : ) i ‘; ‘ income and 1/Z
! ; ! | remaining rned
Household Of 313.34 101.86 | 315,40 1445 60 | 415.20 | 680.80 | Shane masmes
! ) income
Another : i 1
Rest Home 470.00 293.00 | Eriiot | -m--ee- 763.00 | ------- |
T o T 1
: ! !
Nursing Facility 30.00 [ 35.60 ! 218.80 38200 £3.0¢ ! 130.00 I
DISABLED INDIVIDUAL INDITVIDUAL CCTPLE INDIVIDUAL ; COUPLE
L ; i i
Full Cost Of 470.00 111.88 lZaE T8 ; 184z .12 58:.8¢% ‘ 880 .06 5
Living Expenses i i
’ Shared Living I 470.00 27.5¢ SR - P 457.9¢ 380.06 |
Expenses ; ; J
Household 0f 313.34 85.0¢8 ! B21.2¢ - 1403 3% 398 .42 . 655.18 ‘
Another § : ;: {
L Rest Home 470.00 293.00 | 181100 | me-ee- T63.00 L e !
T H R
3
[; Nursing Facility [ 30.6¢C l, 35.00 E 215.008 ! 342 &80 65.00 230.0690
i ! i
* If no unearned income, or les
For Title XIX purposes, the 13
TN No. 96-03
Supersedes Apprcval Date &é’ﬁé’ﬂ/ Zffective Date Cil/00 5%



